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12. Prescribed DRUGSDentures,ProstheticDevices,andEveglasses 

a. DrugsPrescribed 

isprovideddrugs the(1) 	 Coverage for included 
Outpatient Drug List that are prescribed for outpatient 
usebyaphysician,osteopath,dentist,podiatrist, 
optometrist, assistant,physician advancedor 
registered nurse practitioner. Drugs that require prior 
authorization are specifiedin the Outpatient Drug List. 
Approvalofpriorauthorization is basedonFDA­
approved medicallyindications acceptedaor 
indication documented in official compendia or peer­
reviewed medical literature. 

(2) 	 The drugs or classes of drugs listed in 42 USC 1396r­
8(d)(2) are excluded from coverage unless specifically 
placed,eitherindividuallyorbydrugclass,onthe 
OutpatientDrugListorpriorauthorizedbasedon 
FDA-approvedindicationsor a medicallyaccepted 
indication documented in official compendia or peer­
reviewedmedicalliterature.Thefollowingdrugsare 
excluded coverage thefrom throughOutpatient 
Pharmacy Program: 

A drug for which the FDA has issued a “less than 
effective (LTE)” rating or a drug “identical, related, 
or similar”to an LTE drug; 
Adrugthathasreachedtheterminationdate 
established by the drug manufacturer; 

0 	 Adrugforwhichthedrugmanufacturerhasnot 
enteredintoorhasnotcompliedwitharebate 
agreement in accordance with 42 USC 1396r-8(a) 
unless there has been a review and determination 
bythedepartmentthat it shallbe in thebest 
interest of Medicaid recipients for the department 
to make payment forthe non-rebated drug; and, 
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Adrugprovidedtoarecipient in aninstitution in 
which are partdrugsconsideredathe 
reasonableallowablecostsundertheKentucky 
Medicaid Program. 

(3)Apatient“locked-in”toonepharmacydue to over­
utilization mayreceivepharmacyservicesonlyfrom 
hidher lock-inproviderexcept in thecase of an 
emergency or by referral. 

ison(4) 	 Prior covered 
prescriptions refilled up to 5 (five)times in a 6 (six) 
month period from the dateof issue. 

b.Dentures 

Denturesarenotcoveredforadults.Denturesmaybe 

coveredforchildrenthroughthe early,periodic,screening, 

diagnosis and treatment program (EPSDT). 


C. Prosthetics 

Prosthetic devices are covered under durable medical 
equipment in accordance with Attachment 3.1-A, page 
7.3.l(a). 

d. EYEGLASSES 

Eyeglasses are not covered for adults. Eyeglasses are 
covered for children throughthe vision program. 
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12.Prescribed DRUGSDentures,ProstheticDevices,andEyeglasses 

a.Prescribed DRUGS 

(1) providedCoverage for includedis drugs the 
Outpatient Drug List that are prescribed for outpatient 
usebyaphysician,osteopath,dentist,podiatrist, 
optometrist, assistant,physician advancedor 
registered nurse practitioner. Drugs that require prior 
authorization are specified in the Outpatient Drug List. 
Approvalofpriorauthorization is basedonFDA­
approved medicallyindications acceptedaor 
indication documented in official compendia or peer­
reviewed medical literature. 

The drugs or classes of drugs listedin 42 USC 1396r­
8(d)(2) are excluded from coverage unless specifically 
placed,eitherindividuallyorbydrugclass, on the 
OutpatientDrugListorpriorauthorizedbasedon 
FDA-approvedindicationsoramedicallyaccepted 
indication documented in official compendia or peer­
reviewedmedicalliterature.Thefollowingdrugsare 
excluded coverage thefrom throughOutpatient 
Pharmacy Program: 
0 A drug for which the FDA has issued a “less than 

effective (LTE)” rating or a drug “identical, related, 
or similar”to an LTE drug; 

0 Adrugthathasreachedtheterminationdate 
established by the drug manufacturer; 

0 	 Adrugforwhichthedrugmanufacturerhasnot 
enteredintoorhasnotcompliedwitharebate 
agreement in accordance with 42 USC 1396r-8(a) 
unless there has been a review and determination 
bythedepartmentthat it shall be inthebest 
interest of Medicaid recipients for the department 
to make payment forthe non-rebated drug; and, 
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A drugprovidedtoarecipient in an institution in 
drugsconsideredawhich are part of the 

reasonableallowablecostsunder the Kentucky 
Medicaid Program. 

(3)Apatient“locked-in” to onepharmacydue to over­
utilization mayreceivepharmacyservicesonlyfrom 
hidher lock-inproviderexcept in thecase of an 
emergency or by referral. 

(4) Priorauthorization is required on covered 
prescriptions refilled up to 5 (five) times in a 6 (six) 
month period from the dateof issue. 

b. Dentures 

Denturesare notcoveredforadults.Denturesmay 

covered for children through the early, periodic, screening, 

diagnosis and treatment program (EPSDT). 


C. 	 Prosthetics 


Prosthetic devices are covered under durable
medical 
equipment in accordance with Attachment 3.1-AI page 
7.3.1(a). 

d. EYEGLASSES 

Eyeglasses are not covered for adults. Eyeglasses are 
covered for children through the vision program. 
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Methods and Standards forESTABLISHINGPAYMENTRates- OtherTYPES of Care 

I. Drum 

A.Reimbursement 

1. 	 Participatingpharmaciesarereimbursedfor the cost 
of the drug plus a dispensing fee. Payments shall not 
exceed the upper limits specified in 42 CFR 447.331 
through 447.334. 

2. 	 Participatingdispensingphysiciansarereimbursedfor 
the cost of the drug only. 

3. 	 Providerswillbereimbursedonlyfordrugssupplied 
from pharmaceutical manufacturers who have signed 
rebate unless the Departmenta agreement has 
determined that it is in the best interest of Medicaid 
recipients to make payment for non-rebated drugs. 

B. 	 PAYMENTLimits - Payment for the cost of drugs shall be the 
lesser of: 

1.TheFederalMaximumAllowableCost(FMAC)ofthe 
drug for multiple source drugs other than those brand 
namedrugs for whichaprescriberhascertifiedin 
writing as being medically or“brand necessary” 
“brand necessary”; 

2. 	 TheEstimatedAcquisitionCost (EAC) of the drugthat 
has been established by the Department to be equal 
to the average wholesale price (AWP) minus ten (10) 
percent; or, 

3. Theprovider’susualandcustomarycharge. 
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Methods and Standards for EstablishingPAYMENTRates- OtherTYPES of Care 

C. DISPENSINGFee 

established fees1. 	 The Department dispensing based 
upontheconclusionsof an annualdispensingfee 
study,which is requiredbystatelaw.Thecurrent 

fee is $4.51. The dispensingdispensing fee is 
applied to both outpatient pharmacies and long term 
care facilities. 

2. 	 Thefeeamount is basedonasurveyofpharmacy 
dispensing costsin the Commonwealth of Kentucky, a 
review of academic literature, and the reimbursement 
rates of other payers. The dispensing fee established 
willreimburse the reasonablecosts of dispensing 
prescriptiondrugsincurredbypharmacies in the 
aggregate. 
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